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The issue of consent of patients 
in a teaching centre crops up every 
time a patient is seen by a medical 
student, intern or resident Wi~ 
out patient availability during their 
training the above mentioned 
groups would have little experi-
ence in the clinical aspects of their 
learning. From the other point of 
view a patient is often attending 
their physician for a matter that 
they consider very personal, and 
don' t want others to be involved 
As interns and residents are 
"degreed" medical doctors, this 
often is less an issue with patients 
who in their own mind see their 
participation in their care as 
" other doctors" helping their 
physician. Having said this I know 
of many in these latter two groups 
who at times feel less than desired 
by the patient to participate in 
active care. 
Medical students are in a slightly 
different position however. Firstly 
they vary from just beginning 
medical school to several weeks 
from writing their LMCC exams. 
Their clinical experience in ~ 
cal school through the first two 
years is by and large similar, but 
As we emerge from the academic 
portion of our curriculum, those of 
us in second year are beginning to 
see more clearly the roles we will 
be playing in the working world 
The idea that we will actually be 
doctors some day, with patients 
under our care, that we will play 
squash, set up practices and hire 
secretaries and so on-all these 
things are becoming more tang-
ible. and in many cases more di£. 
turbing. But our apprehensions 
and insecurities notwithstanding, 
there will be few tears shed upon 
graduation from second year. 
The curriculum at this medical 
school is in dire need of review and 
modernization. The archaic sys-
tem of information hyperalirnen-
tatioo and ID8J'k assit1mert through 
multiple choice exams is simply 
not adequate anymore. Perhaps in 
days gone by, when there wasn' t 
as much to know, this system was 
appropriate. Now, however, in 
this explosion of medical informa-
tion, a system which implies that 
often varies diversely in third and 
fourth years but they aren' t de-
greed medical doctors. Secondly, 
because they aren' t " reaf' or 
" qualified" physicians patients 
often don' t want to be seen by 
them 
From my own limited experi-
ence these two points present 
some difficulty for the medical stu-
dent Sometimes when consent is 
being asked by the staffperson for 
the person to be seen by a medical 
student, they will ask " if the 
patient doesn' t mind being seen by 
some yoong doctors?" This OOesn't 
happen often but when it does, I 
squirm because it confers on me 
something I am not yet Perhaps 
what it does though is get the 
staffperson " off the hook'' from 
the patient expressing any con-
cerns over seeing a medical stu-
dent I emphasize that it doesn't 
happen often--I admit partial 
culpability because I don' t usually 
correct the staffperson and don't 
ask them about it later probably 
because I know they might not 
enjoy my comments; and this 
might affect my own success. 
Another difficulty in being a ~ 
one knows enough, that one need 
not learn further once the exam is 
passed, is as outmoded as the 
Edsel or the Brontosaurus Burger. 
A philosophy of medical educa-
tion designed to train physicians 
for the twenty-first century must 
stress continuing education to 
allow its graduates to function p~ 
perly. A move to pass-fiill.OOoours 
exams would be an important 
first step. 
Granted, it's easy for armchair 
revisionists to call for change 
without providing realistic alter-
natives, but the students should 
not underestimate their influence. 
The powers that be in this institu-
tion should be made aware that 
improvements are sorely needed 
The impetus for change should 
come from below. 
The problem seems to come 
down to this: we're being taught to 




cal student arises in services 
where one shares responsibilities 
and night call with intern boust>-
people. On some services the 
clinical responsibilities are shared 
equally between clincial clerks 
and interns. One is occasionally 
caught in a vexatious situation 
where the student is covering pa-
tients who are seen on a daytme 
basis by the " team" and also the 
intern on the team, but at night are 
the medical student's responstbili-
ty. An issue that arises is-has the 
patient consented to being looked 
after through the night by the stu-
dent? (They were admitted by the 
intern or resident) When is the 
proper time to ask consent to be 
seen by a medical student? When 
they come in to hospitaP. When 
they are having their acute event? 
The second point brought out 
earlier regarding patients not 
wanting to see anyone other than a 
qualified physician deserves atten-
tiOil This concern can be under-
stood if one takes the point of view 
that many patients often come to 
see their physician to relieve some 
discomfort (pain, anxiety over an 
"odd'' sensation in their body). As 
a protective device they may be 
rejecting to see someone they feel 
will make them more uncomfort-
able. The best tack that most 
stalfpersons take is to ask the 
patient themselves for consent to 
be seen by students; as wen it is 
important as wen as logical for the 
student to recognize any anxiety 
or hostility the patient has and be 
upfroot with the patient If the 
situation warrants it asking for 
consent again or offering not to see 
the patient can defuse some of the 
worrisome feelings the patient 
has, either in those who truly don't 
mind being seen by the student 
(maybe they might find what's 
wrong with me?) and will identify 
those who really don' t want to be 
seen and are scared to say so. 
This issue of the Journal has 
some interesting articles I hope the 
readers will enjoy. Included are 
some of the abstracts of the Sum-
mer Studentship Research ~ 
gram from Summer of '86; an 
interesting review article on psy-
chosocial risk factors and heart 
disease. a fourth year elective des-






In a news release dated April I st, 
the Government of Ontario 
announced additional funding for 
Ontario hospitals and a full review 
of the existing hospital funding 
system 
Health Minister Murray Elston 
said that while $33.4 million is 
currently divided among 69 hos-
pitals to help reduce their operat-
ing deficits, in fiscal '87f 88 the 
figure will be $62 million. " This 
additional funding will ensure that 
current levels of patient services 
will be maintained", Mr. Elston 
said 
The release reported that these 
" special a<ljustments" are in addi-
tion to the annual4% increase in 
funding already announced for 
'87f 88. The money will be given 
on the condition that hospitals 
submit realistic and balanced 
budgets for the coming fiscal 
year. 
Mr. Elston announced a "~ 
damental re-evaluation of our 
entire reimbursement system" 
which will entail a " full review of 
the system of allocating funds to 
hospitals" . The Government of 
Ontario plans to spend $5 billion 
donars on hospital operating 
expenses for fiscal ' 87-'88, an 
increase of7.9% over ' 86f 87. 
Mr. Elston said the views and 
suggestions of hospital board 
chairmen would be welcomed as 
they would assist his staff in the 
review. e 
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Dibble Vision: A Brad's Eye View 
I like to watch television. When I 
need to empty my mind of a day's 
garbage, my first choice of opiate 
is an hour or two in front of the 
tube. I don' t think this addiction is 
unhealthy, but caution is required 
TV s greatest ill is that it dram• 
tizes, sensatimalizes, glamourizes, 
in other words ficitionalizes every-
thing it portrays. Medicine is no 
exception: rightly or wrongly, 
television has created, or at least 
perpetuated, the doctor/ demigod 
image in the public eye. r m not yet 
alarmed but rather amused by 
this. In a world where my favour-
ite things are medicine and 
" Moonlighting,", cardiology and 
" Car-54,", paediatrics and "Peter 
Gunn'', wheezing and " Wheel of 
Fortune", nothing thrills me more 
than to write about the two fields at 
the same time. 
My first real exposure to TV 
medicine was " Emergency'', 
Johnny Gage and Roy DeSoto 
were two paramedics you could 
count on to get any casualty out of 
any situation, no matter bow 
severe or traumatic. A quick call 
to Rampart to receive a few brief 
instructions from Dr. Kelly Brac-
kett and they could resuscitate, 
retrieve and revive anything from 
Grandma' s budgee to nurse Dixie 
McCalfs hand stuck in the coffee 
machine. The whole idea seems a 
little lame in retrospect, but still, 
just the memory of that three> tone 
blurb summoning squad 51 into 
action over the intercom sends 
chills down my cauda equina 
M* A •s•H is one program that 
everyone is familiar with This 
show is practically an institution. 
Medically, it has toyed with some 
interesting themes: the doctors of 
the 4077 have built dialysis 
machines and defibrillators from 
scratch and designed their own 
vascular clamp. But if I hear the 
phrase, " this kid's got enough 
shrapnel to build a tank'' again, fll 
excrete. Silly phrases and cliches 
like " he' s lost a lot of blood, get 
some plasma stat!" really ruin the 
credibility of these shows for me. 
Maybe these are legitimate ejacu-
lations for many qualified phys~ 
cians, but you'll never hear them 
from me. They sound too phoney. 
Maybe it's just because I can' t see 
bow Hawkeye, an immoral and 
unethical adult, can be the most 
moral and ethical doctor on tek> 
vision. 
For the grand prize, who' s the 
most realistic doctor. Trapper 
John (Pernell Roberts rather than 
Wayne Rogers), Marcus Welby, 
or Leonard McCoy? The answer. 
none of them! I suppose Trapper is 
close, but none of his patients ever 
die, he nevers wears a beeper, and 
he always has time for such ex-
travagances as food and sleep. Dr. 
Welby, also known as the housb-
call king, is even worse. All his 
patients love him-probably I» 
cause he' ll see them in the privacy 
of their own bedrooms, treat them 
like equals, accept what they 
could offer as payment, and give 
the family dog a physical on the 
way out It looks like the writers of 
this show had to memorize the 
Hippocratic oath I mean, we all 
know general practitioners are 
happy just to get patients, right? 
And then there' s Bones McCoy-
you know bow at least once an 
episode he'd say, " for God's sake, 
rm a doctor, not a mechanic!" 
Well no wonder the crew of the 
Enterprise was confused I mean, 
he'd have to have some sort of 
technical degree to woric all those 
so-called medical gadgets. Espe-
cially that little flickering flashlight 
he'd bold over some patient just to 
look up and say," he' s dead, Jim" . 
Heck, no black bag shouJd be 
without one. 
If I was to propose a show about 
a coronor that found some mys-
tery in every autopsy he per-
formed, r d immediately dismiss 
this as a stupid idea But, lo, we 
have Quincy to give pathologists 
and medical examiners a more 
interesting life. Boy, that was one 
devoted doctor. The only place he 
could be found outside the lab was 
his boat (still tied to the dock) or 
the local pub. If I could meet him 
fd ask him why he didn' t become 
a lawyer or a detective or som~ 
thing with real mystery to it Of 
course, r d also like to know why 
he doesn' t have a first name. 
The worst doctors are those on 
the daytime soaps. The farthest 
thing from their minds is medicine. 
They're more concerned about 
who' s divorcing whom, and 
whether or not the new orderly 
really is an illegitimate son from a 
wartime romance. Medicine har-
but gossiping, flirting, and cheat-
ing instead A typical O R scene 
description runs pretty pathetic: 
" He knew that behind his surgical 
mask, his true feelings for his 
scru~nurse, last year voted Miss 
Enema, were conealed. Just the 
way he would request more suc-
tion would send her heart into fi~ 
rilliation." My favourite is Dr. 
Steele on the " Young and the Res-
tless". Now there' s a man with 
tact " Doctor, is my wife going to 
be alright?" "I doubt it" " Well, 
can I come and see bet'?" "No, 
you'll have to go, you're disturbing 
my patient" 
To be fair, TV medicine does 
seem to be getting a liWe more 
realistic now, but that seems to be 
the trend with a lot of things por-
trayed on television. For example, 
Dr. Heathcliff Huxtable wasn't 
able to a accept an award once 
because be had to make an emer-
gency delivery. So sometimes the 
careergetsintheway.Andon" St 
Elsewhere," patients die, doctors 
make mistakes, residents criticize 
the system because they get no 
sleep, clerics get the scutwork, and 
their life is their work. Of course 
it's still not perfect, but it's come a 
long way from Dr. Kildare. 
dly ever comes into play, even Someday, perhaps flllearn just 
when talking about patients. what it is you boil and tear sheets 
Occasionally, a term like hen» for. And maybe fll diagnose a 
globin or enzyme levels will crop horse' s illness. And of course fll 
up, but only in passing, and it never become attracted to any of 
likely has little to do with the ill- my patients despite them looking 
ness; rather, it sounds medical at me with awe. But until that day 
And these doctor's have no idea comes, you can find me complet-
what a medical journal is: they're ing my medical education during 
never reading, writing, essaying, the commercials. 
JUKE 1987 
A vaccination program 
organized by students 
in the faculty of 
Our address is: 





Health Sciences, U. W. 0. , 
London, Ontario 
An Indian Experience 
I have always wanted to go to 
India This past fall, I was given 
the opportunity to both discover 
India and study medicine in a 
tropical setting. Medical Electives 
Overseas, run by Dr. John Mc-
Kim started me off From there I 
made the appropriate arrangt}-
ments and was ready to leave by 
the end of August I travelled as 
light as possible, taking only a few 
clothes, personal items, travel 
literature, and of course, my 
stethoscope. After travelling for 1-
l lh days (having taken a I"OIID-
dabout route via Kuwait), I 
arrived in Bombay. Friends of my 
family met me there and I was 
given a brief tour before heading 
offtoMadras. I felt conspicuously 
pale, and was overwhelmed by the 
volume of people bustling about 
And the traffic! I remember the 
ride from the airport and actually 
havingtwo" lanes" of traffic in the 
opposite direction on both sides of 
the carl I tried not to look. It was 
even worse trying to cross the 
road I was able to see an interest-
ing part of Bombay including 
some temples and the beach, in a 
very short time. Then it was time 
to fly to Madras. 
Once I got to the busy national 
airport in Madras I realized I had 
to find my own way to Jipmer ho!r 
pital since no one had met me. So 
with my backpack and one piece 
of band luggage, I got on a bus to 
the main bus depot, on the direc-
tions of a fellow at the tourist info 
booth. One thing I did notice was 
that a western woman on her own 
was oot a common sight at all -
judging from all the stares! Som~ 
bow I ended up on a bus beading to 
Pondicherry (the town just south 
of Jipmer, on the coast). The bus 
was crowded, but I got a seat at 
the back amid all the jostling and 
pushing. Well, this was supposed 
to be a deluxe luxury bus - I 
soon learned what that meant I 
was relieved I had taken a Gravol 
for the flight oot too long agd The 
ride I had mistakenly thought 
would take two hours took four 
hours and it got dart quite 
quickly. 
I arrived atJipmer at 9:00 p.m 
Somehow I stumbled off the bus 
intact and found myself in strange 
surroundings. There were sil-
houettes of bodies lying every-
where on the ground There was 
some activity from a row of shops 
beside the bus stand and the 
sounds of TamiL I crossed the 
by Caroline Newman, Meds '87 
road, holding my flashlight in one 
hand There was a high white wall 
which seemed to go on a long way. 
I figured Jipmer must be so~ 
where inside. I found an open gate 
and walked toward one of the 
many buildings I could make out 
in the darkness. Luckily I ran into 
a well-intentioned medical student 
wbo understood my plight and 
said I could stay in her room for 
the evening. 
The next day everything looked 
better. I met all sorts of people 
including the director, professor, 
the hostel warden etc. I got a room 
as well After I got over seeing the 
lizards scuttling about the walls, I 
did my best to settle in and meet 
my neighbours. I was to start in 
Preventative and Social Medicine 
- P&SM for short. Forthefirsttwo 
weeks this would mean attending 
an urban clinic in the town ofPo.r 
dicherry. This was fine, except 
the next three days I was laid up 
with a case of dehydration and 
anorexia due to the heat The tem-
perature was about 36°C every 
day and humid After acclimatiz-
ing I was able to start work. Daily, 
we were taken down by the hospi-
tal ambulance (the interns, medi-
cal officers and I) and I attended 
OPD. A lot of the work was co.r 
cemed with immunizations, well 
baby checks, antenatal care and 
tending to " smatr' complaints 
such as URI (plenty!) and skin 
infection (Pyoderma is every-
where!). I found visiting the 
schools and the villages the most 
interesting. Attending the eleme.r 
tary and preschools and perform-
ing routine physicals was an ex-
perie.nce. It was a rare child indeed 
wbo didn' t have obvious signs of 
vitamin A deficiency, vitamin B 
deficiency or both. I don't think I 
would ever miss a Bitot spot- even 
though my chance of seeing it here 
is as remote as it could be. I 
remember one case of advanced 
Keratomalacia causing blindness 
in one eye of a five year old girl-
all because of a lack of vitamin we 
all can take for granted There 
were a couple of children with 
classic rickets - with all the text-
book signs- rachitic rosary, 
Harrison' s Grooves etc. 
In the villages we went into the 
buts and immunized children. The 
buts are made from mud with 
coconut tree leaves thatched to-
gether to produce a strong roof to 
keep out the rain. As a custom, the 
walls and the floor are covered 
with cow dung- considered 
sterile by the T amilian villagers. 
Despite the dung, I entered sev-
eral of these homes. They were 
darlc, filled with flies, and COJr 
tained the bare necessities. How-
ever, these people appeared quite 
happy. The children would stand 
around close to their mothers star-
ing at me in awe. I wished I could 
speak their language. Actually, I 
got used to the language problem 
The physicians all spoke to me 
and each other in English even 
though they were all fluent in at 
least one Indian language (there 
being about 15 recognized ones). I 
learned a few words that were 
necessary such as " sit down," 
"come here,'' '' turn," ''breathe,'' 
" stick your tongue out," " look 
over there," " water," " salt," and 
most importantly, " I don't speak 
Tamil" 
The following two weeks were 
spent at a rural health centre. I 
stayed overnight and did call with 
the interns in the evening. It was 
here that I did much more pro-
ced~wise. There were tons of 
ascesses for I &D, lots of suturing 
to do, immunizations to be given 
etc. Very quickly, I got used to 
doing things under less than sterile 
conditions, and always without 
gloves. The lab was quite an 
experience too. We prepared our 
own slides for malaria parasite, 
acid-fast staining, and gram staiJr 
ing. T ecbnique was oot flawless to 
say the least but we used what 
there was: a spirit lamp, stains and 
various solutions, and a micros-
cope. The biggest challenge was 
trying to prepare a half decent 
slide in the dart (because the 
current always went) with the aid 
of a flashlight I got more methy-
lene blue on me than on the slide. 
Sin.ce needles are sterilized and 
reused, this made them dull and 
painful to the children when ~ 
ceiving penicillin injections. 
Following my rotation in 
P&SM, I went back toJipmer and 
did four weeks in the Pediatrics 
department This was busy! I 
spent equal time on each of the 
two teams plus a week in neonatal 
and visited the infectious disease 
unit On pediatrics I saw lots of 
polio as well as neonatal and 
childhood tetanus. severe LRI 
including empyema, florid rheu-
matic heart disease, severe maras-
mus. kwashiorkor, and marasmic 
kwashiorkor. Of course, there was 
a lot of what we see here as well 
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For example, nephrotic syJr 
drome, post-streptococal G.N., 
portal hypertension, infantile 
seizures, meningitis, etc. Around 
Pondicberry at the time Japanese 
B Encephalitis took a devastating 
toll on the people, claiming hu.r 
dreds of lives especially children. 
Tragically, you just got used to 
seeing them come in comatose 
and perhaps surviving the night A 
large number would come in with 
severe diarrhea, half:.dead and 
unresponsive to resuscitation 
attempts. It is a custom for the 
mothers to withbold fluid from 
their infants with diarrhea As the 
gastrocolic reflex serves to move 
the bowel with ingestion, they feel 
withholding fluid and food will 
decrease the diarrhea Unfor-
tunately this "logic" bas claimed 
the lives of millions of children in 
India Two other customs of the 
uneducated are worth mentioning 
soon after birth one instills oil in 
the nose, ears, and mouth of the 
infant Then one blows in the 
mouth and scoops out the pharynx 
with a finger. This is supposed to 
" cleanse". As you probably 
guessed this leads to an enormous 
incidence of lipoid pneumonia I 
believe this is local and not prac-
ticed throughout the country. 
Also, the neonatal tetanus is not 
only a result of septic conditions at 
birth but also due to the applica-
tion of cow dung (among other 
things) to the umbilical stump 
postnatally. 
This was a fascinating part of my 
elective. There were dozens of 
things I saw that will be forever 
ingrained in memory, even if a lot 
of it wouldn't be useful in an 
affluent society such as ours.. So 
much disease is caused by the 
ignorance and lack of hygiene of 
the uneducated villagers. Such 
practices as open-air defecation 
allow diseases such as typhoid, 
amoebiasis, shigellosis and intes-
tinal worms to take their toll Spit-
ting on the streets helps TB to 
spread rampantly. Mosquitoes 
carrying malaria, filaria, and e.r 
cephalitis are everywhere. With 
all of this I found South India a fas-
cinating place to visit and an 
outstanding educational experi-
ence. I highly recommend this or 
an elective in any developing 
country to anyone now planning 
their fourth year elective. Pro-
fessionally and culturally, I beoo-
fitted from the trip and the 
memories will last a lifetime. e 
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lene blue on me than on the slide. 
Since needles are sterilized and 
reused, this made them dull and 
painful to the children when r~>­
ceiving penicillin injections. 
Following my rotation in 
P&SM, I went back to J ipmer and 
did four weeks in the Pediatrics 
department This was busy! I 
spent equal time on each of the 
two teams plus a week in neonatal 
and visited the infectious disease 
unit On pediatrics I saw lots of 
polio as well as neonatal and 
childhood tetanus, severe LRI 
including empyema, florid rheu-
matic heart disease, severe maras-
mus, kwashiorkor, and marasmic 
kwashiorkor. Of course, there was 
a lot of what we see here as well 
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For example, nephrotic ~ 
drome, post-streptococal G.N., 
portal hypertension, infantile 
seizures, meningitis, etc. Around 
Pondicherry at the time Japanese 
B Encephalitis took a devastating 
toll on the people, claiming hun-
dreds of lives especially children. 
Tragically, you just got used to 
seeing them come in comatose 
and perhaps surviving the night A 
large number would come in with 
severe diarrhea, half..dead and 
unresponsive to resuscitation 
attempts. It is a custom for the 
mothers to withhold fluid from 
their infants with diarrhea As the 
gastrocolic reflex serves to move 
the bowel with ingestion, they feel 
withholding fluid and food will 
decrease the diarrhea Unfor-
tunately this " logic" has claimed 
the lives of millions of children in 
India Two other customs of the 
uneducated are worth mentioning 
soon after birth one instills oil in 
the nose, ears, and mouth of the 
infant Then one blows in the 
mouth and scoops out the pharynx 
with a finger. This is supposed to 
" cleanse". As you probably 
guessed this leads to an enormous 
incidence of lipoid pneumonia I 
believe this is local and not prac-
ticed throughout the country. 
Also, the neonatal tetanus is not 
only a result of septic conditions at 
birth but also due to the applica-
tion of cow dung (among other 
things) to the umbilical stump 
postnatally. 
This was a fascinating part of my 
elective. There were dozens of 
things I saw that will be forever 
ingrained in memory, even if a lot 
of it wouldn' t be useful in an 
aftluent society such as ours. So 
much disease is caused by the 
ignorance and lack of hygiene of 
the uneducated villagers. Such 
practices as ope~air defecation 
allow diseases such as typhoid, 
amoebiasis, shigellosis and intes-
tinal worms to take their toll Spit-
ting on the streets helps TB to 
spread rampantly. Mosquitoes 
carrying malaria, filaria, and e~ 
cephalitis are everywhere. With 
all of this I found South India a fas-
cinating place to visit and an 
outstanding educational experi-
ence. I highly recommend this or 
an elective in any developing 
country to anyone now planning 
their fourth year elective. Pro-
fessionally and culturally, I ben~>­
fitted from the trip and the 
memories will last a lifetime. e 
ABSTRACTS continued 
Stimulation of Substantia Nigra Inhibits lnterictal 
Focal PenicUiin Spikes in Rats 
Recent evidence suggest that 
Substantia Nigra (SN) facilitates 
the generalization of seizures. 
Lesions of SN and intranigral 
injections of muscimo~ a GABA 
agonist, offered protection against 
experimental seizures. The effect 
of stimulating SN on focal peni-
cillin spikes in urethane anaestOO-
tized Winstar rats was examined 
The hypothesis was that stimula-
tion ofSN should augment epilep-
tiform discharge and seizures. 
Penicillin G 100,000 U/ ml 
applied to the cortex induced focal 
spiking which sometims spread to 
the homologous hemisphere. The 
SN ipsilateral to the penicillin 
focus was electrically stimulated 
with a bipolar electrode (0.2-0.8 
lllA, 0.2-5 ms, 10.50 Hz). Stimu-
lation of SN decreased the spike 
frequency during stimulation, and 
for a short period of time post-
stimulation, and rarely, a slight 
increase in frequency occurred 
during stimulation. With low 
by D. K. Whitney, Mecls '88 
spike frequency, no change was 
observed In some animals that 
developed generalized seizures, 
SN stimulation inhibited seizure 
activity. This is in contrast to 
Reticular Formation (RF) stimu-
lation which increased spike fre-
quency and incb:ed seizure activ). 
ty. Possible mechanisms include 
the release of GABA from stria-
tonigral nerve terminals by electri-
cal stimulation which would be 
consistent with previous data in-
dicating a proconvulsant role for 
SN. Activation of SN efferents 
induding nigrothalarnic, nigroteo-
tal, nigrotegm.ental, and ingro-
caudatal pathways may also be 
responsible for the effect of electri-
cal stimulation of SN. 
Ovarian responsiveness to FSH 
and LH was examined in infantile 
rats treated in utero with busulfan 
( 1 ,4-butanedio dimethanesulfate), a 
cytotoxic drug which has been 
shown to cause selective attrition 
of germ cells in the rat fetus. Preg-
nant Sprague-Dawley rats were 
injected on day 13 of gestation 
with busulfan( 10 mg/kgBW, ip.) 
suspended in sesame oil or with 
sesame oil alone (control). Pups 
were killed on days 6 , 8, 10, 12 or 
14 postnatally and trunk blood 
was collected The ovaries were 
removed and either fixed for light 
microscopy or assessed for res-
ponsiveness to FSH and W by 
their ability to produce net 
accumulations of cAMP and 
gonadal steroids in short term 
incubations. A variable number of 
oocytes usually survived the 
busulfan treatment and were sit-
uated within anastomotic cords of 
granulosa-like cells surrounded by 
undifferentiated stromal tissue. 
Very few treated oocytes pro-
ceeded to organize antral follicles 
by 14 days postnatally and these 
showed signs of normal theca and 
interstitial cell investment A 
challenge ofFSH or LH in vitro 
failed to stimulate net accumula-
tions of cAMP, progesterone, 
androstenedione or estradiol from 
treated ovaries whereas these re-
sponses were significantly stimu-
lated in controls. Detectable levels 
of cAMP and steroids were, 
however, present in incubations of 
busulfan-treated ovaries on days 
12 and 14 and these are likely 
attributable to the activity of antral 
follicles that survived the effects of 
busulfan. From day 8 to 12 
plasma gonadotropin levels in 
treated animals rose significantly 
above those of controls suggesting 
that normal ovarian steroidogen-
esis is also suppressed in treated 
animals in vivo. Although direct 
effects ofbusulfan on somatic cells 
cannot be dismissed, these results 
suggest that the presence of germ 
cells is a prerequisite for the nor-
mal development of steroidogenic 
function in the rat ovary. e 
Use of Microwave Irradiation for Brain Tissue Fixation 
by Jack Tu, Meds '88 
Supervisor- Dr. Paul E. Cooper-
Department of Clinical Neuro-
logical Sciences, U. W. 0 . 
Traditionally, in studying post-
mortem neuropeptide levels (e.g., 
somatostatin), the human brain 
has been frozen to -70°C and 
stored for later processing because 
of. 
I ) The inconvenience of having 
to process fresh brain immediately 
and, 
2) The difficulty in dissecting 
fresh brain. 
In previous experiments, we 
have shown that freezing leads to a 
loss of immunoassayable soma-
tostation of up to 70% in both 
human and rat brain. There is 
some evidence to suggest that this 
loss is due to release of enzymes 
by the freezing process. 
Focused microwave irradiation 
to inactivate brain enzymes has 
been used in rat brain, since 1970, 
to permit the accurate study of 
rapidly metabolized neurot-
ransmitters such as norepine-
phrine and acetylcholine. More 
recently, irradiation with a domes-
tic microwave oven has been used 
successfully to fix tissues for both 
light and electron microscopy. My 
hypothesis therefore, was that the 
technique of microwave irradia-
tion might be capable of prevent-
ing the loss of somatostatin due to 
enzymatic degradation during the 
freezing process. 
This study was divided into 
two parts: 
frozen to -70oC fol.lowing which it 
was thawed, placed in I M acetic 
acid and processed as for control 
tissue. 
Microwave irradiation alone 
produced no fall in somatostatin 
levels. In human cortex, mean 
somatostin levels +I- SO were 
38 +!4 ~mg tissue-wet in con-
trols and 35 +J- 3 ~mg tissue-
wet in the experimental group. In 
rat brain, the equivalent levels 
were 342 +t- 68 in controls and 
332 +J- 76 in irradiated tissue. 
continued on pap 12 
1) An experiment to determine 
whether microwave irradiation of 
tissue prior to freezing could pre-
vent the somatostation loss asso-
ciated with freezing unfixed tissue. 
Search for Human DNA Sequences Involved 
in Mammary Preneoplasia 
Equivalent samples of brain by Robert Ting 
tissue were taken from each A unique cellular locus has been 
hemisphere in both rat and human identified in the vicinity of an 
brain. Control tissue was placed in endogenous integrated mouse 
I M acetic acid and boiled 5 mammary tumor virus DNA 
minutes and then frozen. This copy in BAI.B/ c mice (Unit lll). 
treatment is known to result in This cellular locus is expressed in 
recovery of > 90% of added midpregnant glands, in hyperplas-
somatostation. In the first experi- tic alveolar nodules and in mam-
ment, the tissue from the other mary tumors. Itisnotexpressedin 
hemisphere was placed in normal lactating mammary glands or in 
saline and subjected to microwave normal liver. Expression of this 
irradiation for 15 seconds. The cellular locus thus appears to be 
tissue was then placed in 1 M associated with the blockage of 
acetic acid and processed as for endpoint differentiation and the 
control tissue. In the second ex- formation of HAN. We have also 
periment, tissue was subjected to shown that this locus is highly con-
microwave irradiation and then served and is present in human 
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andratDNA. 
In the present study, we have 
sought to isolate and chara~ 
terized the homologous locus in 
human DNA. A human genomic 
library was created using human 
foreskin DNA and screened for 
the desired sequence. Studies are 
currently in progress to isolate and 
characterize the homologous se-
quences from the human gene li-
brary. These sequences will then 
be compared with the correspond-
ing sequence in mouse to help 
elucidate the nature and function 
of this locus. • 
WDiiam Carlos Williams: Poet and Paediatrician 
by David Creery, Meets '89 
William Carlos Williams is of special interest to medical students for two 
reasons: be was an important figure in the American literary establishment 
of the middle twentieth century, and yet he maintained a full paediatric prac-
tice at the same time. His life was a balance of the artistic and the scientific. 
While his literary endeavours helped him to understand and empathize with 
the worries, joys and sorrows of his patients, the patients in tum provided 
Williams with a rich store of experience and reality on which be could draw 
for his stories and poems. 
William Carlos Williams was born on September 1 7, 1883 in Rutherford, 
New Jersey. He graduated from Medical school in 1906 and practiced 
pediatrics in Rutherford until his death in 1963. At the same time, he earned 
a reputation as one of the more important American poets of this century, 
winning the National Book A ward, the Bollingen A ward for excellence in 
modem verse, and the Pulitzer Prize for Poetry. Although Williams was a 
poet first and a doctor second - he saw medicine as an opportunity to care 
for and share the experiences of his society rather than as an end in itself-
he is interesting because he beautifully combined a life of art with a life 
of science. 
The artistic life of William Carlos Williams was as different from his pro-
fessional life as night is from day: his poetry was revolutionary in a 
revolutionary time; he wrote in the Lost Generation period, the iconoclastic 
Wasteland; in his professional life, however, he was the epitome of middle 
class America He was born, practiced and died in the same small town; he 
was married, became a father and then a grandfather, and passed much of 
his practice on to his son William Eric. He was criticized for being unwilling 
to starve for his art, for relying on medicine to pay the rent But given the criti-
cal rejection and ridicule of his early work and his self. acknowledged status 
as a literary revolutionary, it's not hard to imagine why be chose the relative 
security of medicine. Williams became a doctor for more than financial 
reasons, however. When asked how he managed to balance both careers, he 
said, "It's no strain. In fact, the one (medicine) nourishes the other 
(writing)" . 
The poetry of William Carlos Williams is about gentleness, about sim-
plicity and human kindness. His poems are clear and evocative, without the 
exotic vocabulary of Pound or Eliot 
A profusion 
of pink roses bending ragged in the rain -
speaks to me of all gentleness and its enduring. (To All Gentl&-
ness, 1944). 
He wrote with sensitivity, grace and a love of humanity which sprang from 
and contributed to his dedication to medicine. 
The typical day in the life ofWilliam Carlos Williams, as recounted by his 
son William Eric, was hectic and efficient, filled with energy and vitality. 
Williams spent at least an hour typing poetry and letters before breakfast, 
took telephone calls arranging patient visits during breakfast, and read the 
morning mail before setting out for his morning house calls, which along with 
his hospital duties kept him occupied for the rest of the morning. He was 
home for lunch and a short nap before afternoon office hours began at one 
d clock. During his forty years of office practice he never had the help of a 
nurse, secretary or assistant, and had only the most rudimentary lab test 
available, which he performed himself in a separate room. House calls 
began again at three o'clock, and lasted until supper time or until the last 
patient had been seen. At seven dclock he held office hours again, which 
though scheduled to end at nine d clock often went much longer. After that, 
the night was his; he would write down the experiences and poignant 
momentsoftheday, "tounburdenhimselfofpoeticimages". He often typed 
well into the night, the typewriter sounding " the smooth andante when all 
was happy and serene, and the interupted staccato when the going got rough, 
the carriage slamming, the paper ripped from the roller .... Night was his time 
to roar". 
Williams' poetry is about moments of life, snapshots. caught and held for 
display through poetry. His poems celebrate the ordinary, the mundane, the 
world most of us inhabit They " catch and hold like a Breughel canvas the 
human parade, the chips and flakes that fly about for the sensitive mind to 
appreciate and harvest'' . He can recreate a human scene brilliantly: 
Mr. T. 
bareheaded 
in a soiled undershirt 
his hair standing out 
on all sides 
stood on his toes 
heels together 
arms gracefully 
for the moment 
curled ahove his head 
Then he whirled about 
bounded 
into the air 
and with an entrechat 
perfectly achieved 
completed the figure. 
My mother 
taken by surprise 
where she sat 
in her invalid's chair 
was left speechless. 
( from The Artist, 1954). 
His poems are both a retelling of his experiences and a more general expres-
sion of fundamental truths: they are significant and recognizable to the 
reader because they resemble things we have all seen and done. His words 
bring to life the characters and events of anywhere. 
Williams drew his material and artistic inspiration from the common man, 
from the cultural melting pot of working-class Rutherford His practice was 
mainly immigrants, many of whom could not speak English and who often 
could not pay their bills: 
A 40 odd year old Para 10 
Navarra 
or Navatta she didn't know 
uncomplaining 
in the little room 
where we had been working all night long. .. 
her great pendulous belly 
marked 
by contraction rings 
under the skin ... 
No progress. 
Wh' s a ma', Doc? 
It do'n wanna come. ... 
(from The Birth, 1954). 
He wrote in the vernacular of New Jersey, the language of basic America: 
" ... his poetic line is organically welded to American speech like muscle to 
bone". He found that his patients were " a spendidly vital people - full of 
important experiences to tell, memories to recall.." Williams extended to 
these people his gentleness, his kindness, and they repaid him with their 
stories, their myths, their energy. 
Williams' The Doctor Stories, a series of short stories written about his 
patients, " the best of their kind since Anton Cbekov", are a clear and enter-
taining representation of a IJiid. twentieth century small town practice. They 
are part of the curriculum of some American medical schools. 
Perhaps the key to the work of William Carlos Williams is his statement 
that " there's nothing like a difficult patient to show us ourselves". 
Refereaces 
Williams, William Carlos. The Doctor Stories, compiled by Robert 
Coles. New Directions, (Toronto, 1984). 
Williams, William Carlos. Pictures l'rom Bruqhel aad other poems. 
New Directions, (New York, 1962). e 
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SINCE THE TIME HIS DOCTOR TRIED FOR A 
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Cll'q)tl\ 
have a significant lack of interper-
sonal intimacy. They report that 
alexithymia, that is. the ability to 
discuss personal matters. private 
thoughts, beliefs or attitudes is 
COOliDOil among these couples, 
and that this lack of self.disclosure 
is an important factor in deficiency 
of marital intimacy. 
Both the Framingham (10) and 
the Western CoUaborative Stud-
ies( 11) on Type A behaviour and 
coronary heart disease demon-
strated that the risk of CIID in 
Type A individuals is modified by 
spouse characteristics. The F.-. 
mingbam Study does not show a 
significant correlation between 
marital satisfaction and risk of 
CIID. However, as pointed out 
above, stable marriages bad been 
inadvertently selected The W es-
tern group did not look specially at 
the question of marital satisfac-
tion, but suggests that wives' stress 
was responsible for increased risk 
of CIID in their husbands. 
Thus, the marital context 
appears to be an important factor 
with respect to the risk of CIID. 
Therefore, the question must be 
asked .. is lack of marital intimacy 
a risk factor in coronary artery dis-
ease or is it merely an epiphen-
omenon of Type A personality? 
More research into the correlation 
of the marital context and cor-
onary heart disease appears 
warranted 
REFERENCES follow-up experience of8~ years. JAMA. 1975, 133,872-877. 
l . American Psychiatric ASS()- 8. Haynes, S.G., Eaker, ED., 
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coatiaued from .,. 9 
In the second experiment, done 
in rats only, the control values 
were 443 +!- 62 with irradiated 
samples showing values of260 +! 
- 70-a 42% fall in somatostatin 
levels in the irradiated group. 
I have demonstrated that, using 
the parameters chosen, mi<r 
rowave irradiation does not ~ 
duce brain somatostatin content; 
however, it does not prevent the 
loss of somatostatin in frozen 
tissue. It is possible that the do-
mestic microwave does not p~ 
vide enough heat energy to de-
stroy somatostatin-degrading en-
zymes. Previous studies of classi-
cal neurotransmitters have used 
speci~ focused, high-energy mi<r 
rowave generators; however, such 
a technique would not be applic-
able to human tissue because of its 
large volume. It is poss1ble that 
longer periods of microwave 
irradiation might be more effective 
than those used in this experi-
ment 
